Proceedings of the Royal Society of Medicine 10 Membrano-cutaneous flap fashioned, fenestration performed over vestibule and ampulla of lateral canal. Cartilage stopple fashioned from spine of the helix and inserted into fenestra. Jacobson's nerve on promontory destroyed by diathermy.
Cavity was completely healed within five weeks. Patient left hospital on twelfth day, and was able to play golf four weeks from the day of the operation. Frequency (d.v.) . His hearing has reached a satisfactory level of practical conversational value, and he now has no difficulty in hearing at his work as a draughtsman, or in his social life. To date there is no tinnitus in the operated ear. An Operating Microscope for the Fenestration Operation.-J. F. SIMPSON, F.R.C.S.
Mr. Simpson said that he had brought this to the notice of the Section in order that members might have an opportunity of seeing an operating microscope which could actually be obtained in this country. It was made by Baker in Holborn. All that he had done was to have a prismatic attachment instead of a mirror or a direct light screwed on to the microscope itself. It had a useful magnification with the three sets of eyepieces-3, 7, and 10 5. The working distance was 130 mm.
Asked by Mr. Simson Hall what was the working distance at the highest magnification, he replied that it was very little different.
Review of Surgery of Otosclerosis
IT was in 1841 that Toynbee firmly established the connexion between deafness and ankylosis of the footplate of the stapes. In the previous century Morgagni, Meckel and Valsalva (quoted by Nager, 1928) had all suspected that ankylosis of the stapes footplate might be responsible for certain forms of deafness, but it was Toynbee's work, which he continued to develop after his original publication, that really drew the attention of otologists to the condition that we know as otosclerosis, particularly when he stressed that, so far as his investigations took him, the organ of hearing itself was intact. It was this that made otologists realize that the one hope of a cure lay in overcoming the bony barrier that held back the sound waves from reaching the apparently normal cochlea. It is interesting to note that as recently as 1944, in a very fine paper on otosclerosis, Guild also remarked on the absence of any inter'nal ear changes in a series of otosclerotic temporal bones. In 1876, Kessel described a series of cases in which he removed the stapes. This procedure was tried by many and a Boston surgeon-Jack, 1894-described fifty such cases. There were, however, certain rather serious drawbacks to it; namely that the crura easily broke off leaving the footplate firmly fixed in the oval window and, where it was possible to remove the stapes, suppuration not infrequently supervened, giving rise at the best to a dead cochlea and, at the worst, to a dead patient.
In 1897 Passow, and in 1899 Floderus, described an operation in which they trephined an opening into the promontory, covering it with a mucoperiosteal flap. Like removal of the stapes, this operation soon fell into disrepute because it never resulted in lasting improvement and often made the patient worse. Thus it was clear to otologists at that time that the cochlear approach was not feasible and it was abandoned.
It was not until 1911 that Barany, the Hungarian otologist, conceived the idea of decompressing the vestibular part of the labyrinth in the hope that, by reducing the perilymph pressure, more freedom of movement would be permitted to the already restricted stapes; he selected the posterior semicircular canal for this. In 1913, Jenkins, my predecessor at King's College Hospital, described before the International Medical Congress in London two cases in which he had made an
